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Fig. 2. Total heart excised: note small atrial cuffs which 
will be left behind. 
sinus rhythm and atrioventricular synchrony, with an atrial 
kick that is of paramount importance when ventricular 
compliance is reduced. Currently the bicaval technique is
our preferred method of orthotopic ardiac transplanta- 
tion. 
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Reply to the Editor." 
Dr. E1 Gamel and associates 1 hould be complimented 
for expanding the knowledge of the alternative bicaval 
technique for cardiac transplantation. Their results con- 
form mostly with ours in that the shape of the atria is 
normal and the incidence of tricuspid valve regurgitation 
is lower in the bicaval group when compared with the 
standard method. 2 Furthermore, they observed normal 
right atrial function in these patients and a lower mean 
right atrial pressure at rest, which was observed in our 
patients only during exercise. In addition, tricuspid valve 
regurgitation was significantly less in our patients during 
exercise, which probably contributed to an increased 
exercise performance. ~ We also entirely confirm the find- 
ings of Dr. E1 Gamel and associates concerning the lower 
incidence of tachyarrhythmias and bradyarrhythmias, e -
pecially during the immediate postoperative p riod. How- 
ever, despite normal right atrial size and pressure, we 
were surprised to find significantly elevated concentra- 
tions of plasma atrial natriuretic peptides in the bicaval 
group, as was also observed in patients with standard 
anastomoses) 
We agree that the alternative t chnique isboth simpler 
and probably safer than total cardiac transplantation 4 
because of the technically demanding and inaccessible 
pulmonary venous anastomoses. To circumvent hese 
difficulties, we introduced the alternative t chnique first in 
1989. 5 Increasing surgical experience, reperfusion, or 
blood cardioplegia fter completion of the left atrial 
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anastomosis, assuggested by Dr. E1 Gamel and associates, 
decreases the ischemic time to levels also required for 
standard anastomoses. Furthermore an atrial cuff around 
the superior vena cava 1 may be advantageous e pecially in 
cases of a considerable mismatch between donor and 
recipient right atrial size. 
In comparison with the standard method of cardiac 
transplantation, results with this alternative technique 
provide increasing evidence 1'2, 5, 6 for an improvement of
hemodynamics, atrioventricular valve function, cardiac 
rhythm, and probably right ventricular function. Studies of 
longer duration, especially on potential problems like 
thrombosis and stenosis at the site of the caval anastomo- 
ses, are desirable for final judgement of this alternative, 
more physiologic approach to cardiac transplantation. 
Hans H. Sievers, MD 
Klinik fiir Herzchirurgie 
Medizinische Universiti~t zu Lgibeck 
Liibeck, Germany 
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Solitary coronary ostium and aberrant coursing 
left coronary arteries: Unfavorable anatomic 
anomaly in a case of aortic valve replacement 
To the Editor: 
In a recent letter Dr. Bucsenez and colleagues 1 de- 
scribed the management of anomalous origin of the left 
coronary artery from the right sinus of Valsalva. We read 
it with interest, because the reported case was among a 
few others howing the clinical relevance of an anomalous 
origin of the left coronary artery that involved the vessel 
coursing between the pulmonary artery and the aorta. 
Myocardial ischemia and sudden death 2-4 have been 
reported as common sequelae to the various types of 
solitary coronary ostium. A clear surgical indication was 
evident in the reported case, in which a myocardial 
infarction was the consequence of an anomalous origin of 
the left coronary artery from the right sinus of Valsalva 
and of its course between the pulmonary artery and the 
aorta. Less predictable is the natural history of the 
patients with similar anomalies not showing such dramatic 
consequences. When the effect on overall survival of 
patients with an isolated single coronary artery is evalu- 
ated, their prognosis i usually unaffected by this anomaly, 
even if a minority (15%) of patients have severe cardiac 
problems before the age of 40 years, s 
The surgical indication is then not so well defined when 
such an anomaly is found on a coronary angiogram 
performed because of a different cardiac disease. This 
situation was observed in a patient who had angina and 
dyspnea on exertion because of an acquired aortic stenosis 
and was found to have a solitary coronary ostium. 
This association has not been previously reported. In 
this situation the myocardial ischemia may be caused by 
both the anomaly and the acquired isease. The indication 
for surgical treatment may therefore be controversial. The 
absence of any fixed or dynamic stenosis that could be 
demonstrated by coronary angiograms prompted us to 
choose an isolated valve replacement in our case. The 
consequence of this decision will be reported. 
A 68-years-old woman with a calcified aortic stenosis, 
who had dyspnea and angina pectoris on exertion, was 
admitted to our institution. Echocardiographic findings 
showed good left ventricular function and a transvalvular 
gradient of 100 mm Hg. The age and the symptoms of the 
patient induced us to perform a coronary artery angio- 
gram. A single coronary ostium in the aorta, which gave 
origin to three vessels, was observed. The left anterior 
descending coronary artery (LADCA) had a leftward 
direction, forming a loop that was caused by its coursing 
between the pulmonary artery and the ascending aorta 
(Fig. 1). The left circumflex coronary artery (LCCA) had 
a separate origin inside the common ostium, and its initial 
course was similar to that of the LADCA (Fig. 2). The 
right coronary artery was normal. 
Neither organic stenosis nor extrinsic compression of 
the coronary arteries was observed, and an aortic valve: 
replacement was scheduled. A median sternotomy was 
performed. The cardiac examination showed the first tract 
of the LADCA coursing normally along the interventric- 
ular sulcus. The proximal direction was toward the lateral[ 
and posterior aspect of the pulmonary artery, confirming 
the angiographic evidence of a posterior course of the: 
vessel. The vessel gave origin to a small diagonal branch 
and then disappeared under the epicardium, probably 
achieving in its middle portion a short intramyocardiaJl 
course. It was again visible in the last part of the apical 
tract. The diagonal branch had an intramyocardial course'. 
shortly after its origin. Only one marginal branch of the 
LCCA was visible on the inferior aspect of the left 
ventricular f ee wall. The left ventricular myocardium was 
hypertrophic. 
